clinical and computed tomographic diagnosis of olivopontocerebellar degeneration was made. There was no history of abuse of alcohol or any other substance, toxic exposure, trauma, seizure, or a previous operation. Family history was normal. Initial neurological examination revealed first-degree horizontal and rotatory nystagmus on lateral gaze, dystaxia of all four limbs, and mild rightsided hemiparesis. Further testing showed subtle downbeat nystagmus and hypesthesia of the C-4 dermatome to pinprick. ACT scan performed at another hospital 7 months before referral demonstrated moderate diffuse loss of superficial cerebellar substance. Brainstem volume was normal. Slight caudal displacement of the fourth ventricle was not initially appreciated ( Figure 1 ). Downbeat nystagmus, however, a type of central vestibular nystagmus frequently found in lesions near the cervical-medullary junction [1, 2] , prompted a search for a Chiari malformation. Iophendylate (Pantopaque) clivomyelography demonstrated herniation of the cerebellar tonsils to the level of C-2 (Figure 2) . Cerebral angiography demonstrated similar displacement of the tonsillohemispheric branches of the posterior inferior cerebellar arteries (Figures 3 and 4) . Anatomically the pons, medulla oblongata, and fourth ventricle appeared to be displaced slightly caudally (Figures 1-4) . There was no evidence of myelomeningocele or encephalomeningocele. Decompressive suboccipital craniectomy with complete laminectomy of C1-2 and dural grafting was performed in June 1982; subsequently, gait and vision gradually returned to normal. Neurological examination yielded totally normal results 2 months postoperatively.
Discussion
Three types of Chiari malformation are well known [1] [2] [3] [4] [5] [6] [7] [8] . Type I shows only varying degrees of caudal displacement of the cerebellar tonsils and inferior cerebellum into the vertebral canal. Type II is similar to type I, but shows a caudally displaced pons and medulla oblongata with an elongated fourth ventricle and, almost always, 
All three sections reveal prominent subarachnoid spaces about the cerebellar folia, particularly in the superior vermis (C). Slight caudal displacement of the fourth ventricle, notoriously difficult to evaluate on axial computed tomography, was not initially detected. Volume of pons (A) and midbrain (B) is normal
some type of meningocele. In type III, there is displacement of the medulla oblongata, fourth ventricle, and cerebellum into an occipitocervical encephalomeningocele [8] . The types thus described are useful for general purposes. The caudally displaced fourth ventricle, nearly normal pontine and medullary positions, and lack of some type of meningocele in the present case suggested the diagnosis of an "intermediate" type of Chiari malformation, which could be considered a "severe" type I. Loss ofcerebellar substance, easily determined by CT, is not generally considered a manifestation of Chiari malformation. A bony posterior fossa of small capacity filled with brainstem and cerebellar substance is usually described [4] [5] [6] . Diffuse cerebellar ischemia from chronic compression would provide a speculative etiology for our patient's loss of cerebellar substance. No computed tomographic evidence for acute or subacute ischemic brain injury (that is, leukoencephalopathy, pathologic contrast medium enhancement, mass effect) was noted. No arterial occlusions were noted to the limits of subtraction angiography. These findings are not surprising, as the ischemic injury would be expected to arise from previous chronic compression of small vessels. This mech- 
